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Introduction 
Spontaneous Pneumomediastinum (Mediastinal 
Emphysema) is a relatively rare condition. It is a recog- 
nizable complication of an acute asthma attack (l), but 
has not previously been described in Interstitial Lung 
Disease. We describe a case recognized during imaging 
procedures in a patient with fibrosing alveolitis. 
Case Report 
A 65-year-old retired miner was admitted to hospi- 
tal for investigation of increasing dyspnoea over a 
l-year period. More recently he had been breathless on 
minimal exertion. He had a cough and small amounts 
of mucoid sputum, and weight loss of 10 kg. He had 
not smoked for 20 yr (40 d-’ previously) but had kept a 
budgerigar at home for 2 months during the previous 
year. 
The patient was tachypnoeic with finger clubbing, 
pectus excavatum and fine, bilateral basal crackles. 
His chest X-ray showed bilateral basal shadowing of 
fine ground glass type, with reticular fibrosis. His 
haemoglobin was 185 gdl-‘, PO, 61 mmHg and 
PCO, 39 mmHg. Rheumatoid factor was positive l/80 
and weak precipitins to budgerigar serum were 
present. Respiratory function tests: FEV, 1.64 1 (63% 
predicted), FVC 18 1 (55% predicted), TLC0 
6.34 ml min ’ mmHg- ’ (28% predicted). A diagnosis of 
cryptogenic fibrosing alveolitis was made, supported 
by computed tomography which showed extensive 
fibrotic change. 
During the CT the patient was noted to have 
mediastinal emphysema, confirmed by his chest X-ay, 
and the features were not present on previous films. 
The patient claimed that prior to CT he had noticed 
some retrosternal chest pain, a slight worsening of his 
dyspnoea and the development of a nasal quality to his 
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voice. He later noticed subcutaneous emphysema, 
and, on examination, Hamman’s Sign was positive. 
Barium swallow showed no evidence of oesophageal 
perforation. 
Treatment was with continuous oxygen and he was 
maintained on corticosteroids. The physical signs and 
radiological features of the pneumomediastinum 
resolved over a period of 10 days. 
The transbronchial lung biopsy, which was planned 
the day after the CT examination, was deferred and 
subsequently lung biopsy was considered but not 
thought justifiable. 
The patient has been continued on corticosteroids 
and has not deteriorated further, with no recurrence 
on X-ray of his pneumomediastinum. 
Discussion 
Pneumomediastinum was apparently first recogniz- 
able in the seventeenth century (2) and accurately 
described in an article published in 1821 (3). 
Pneumomediastinum can follow trauma to the 
pharynx, larynx, trachea or the oesophagus and rarely, 
follows infection of the mediastinum (4). The most 
common cause is rupture of alveoli adjacent to connec- 
tive tissue and blood vessels, leading to air entering 
the perivascular space. By following the path of least 
resistance, and aided by movements of respiration, 
air moves proximally along the broncho-vascular 
sheaths to the hilum and hence to the mediastinal soft 
tissues (5). 
Although pneumomediastinum may be ‘spon- 
taneous’ it most frequently occurs in conditionscausing 
an increase in intra-alveolar pressure, e.g. airflow 
obstruction such as occurs in asthma, sneezing, strain- 
ing, vomiting or carrying out a Valsalva manouevre 
(1,2,6,7). The association with marijuana, heroin or 
cocaine abuse is probably related to using the Valsalva 
maneouvre to enhance the effects of these drugs (8). 
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Other associations with pneumomediastinum are 
exercise (9) or extreme respiratory effort (lo), rapid 
decrease in atmospheric pressure (11,12) and diabetic 
ketoacidosis (13). 
Pneumomediastinum may be symptomless or associ- 
ated with chest pain, dyspnoea, facial swelling or 
dysphagia (2,4). There may be easily palpable sub- 
cutaneous emphysema and Hamman’s Sign may be 
present on auscultation (14,15). Electrocardiograph 
typically shows low voltage with axis shift (4,16). 
Chest imaging typically highlights viscera, such as the 
thymus or aortic knuckle (4,17,18) and the ‘continuous 
diaphragm’ sign has also been recorded (19). 
Management includes treating the underlying 
cause, together with the use of high-flow oxygen and 
analgesia. Recovery occurs in most cases (4). 
Fibrosing alveolitis produces areas of uneven lung 
expansion, with hyperinflation and areas ofatelectasis. 
It is assumed there is an increased risk of rupture in the 
hyperinflated areas of lung, leading to ‘interstitial 
emphysema’ or pneumothorax. 
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